
scold the patient for not breathing through the nose,
but on the contrary, we know that in these cases there
is an obstruction in the nares, postnasal or pharyn-
geal spaces that forces one to breathe through the
mouth instead of through the proper channel—the
nose.

The most usual causes of nasal obstruction are the
various forms of spurs and deflections of the septa,
and now and then cases of nasal polypi, and hyper¬
trophies of the turbinâtes. Usually, accompanying
these conditions, we have adenoids in the postnasal
space and frequently hypertrophied tonsils; indeed,
so universally is this the case that I consider the ex¬

amination incomplete where one does not examine
very closely for the other conditions just mentioned,
having already found that one exists. These various
obstructions are generally met with in childhood or

young manhood or womanhood, from the fact that
the nasal, as well as the pharyngeal spaces, are much
smaller at this age, and as they grow older these spaces
are made larger, tending thereby toward relieving the
patients, at any rate making them more comfortable.
The frequency of these cases, especially of adenoids,
met with here in the South shows that they are as
numerous as in the North or West, and that a cold
climate is not needful for their development. I am
satisfied that adenoids are often hereditary, and am
therefore very careful with my examinations of a fam¬
ily when I have found one of them suffering from
this trouble. We often see children of an entire
household similarly affected. No race seems to be
exempt. I have seen and operated upon both white
and colored; indeed, some of the worst cases of ade¬
noids I have ever met with were in the colored race.
The reason we see so few in the colored race is because
of their financial inability to have such work done,
and therefore they do not come to us.

The diagnosis in these cases is very easily made, as
the pharyngeal tonsil can readily be examined. By
placing a little mop of cotton dipped in a 6 per cent,
solution of cocain muriate in the nasal spaces, we are
enabled to discover the hypertrophied turbinâtes, as
this application has the happy power of relieving
engorged tissue, thereby making the diagnosis sure.
I find cocain to be of great aid in the diagnosis of
such cases, and I never fail to use it. The use of
cocain, however, should be limited to making such
examinations, and in cases where some form of opera¬
tion is to be made. It should not be used habitually
in the treatment of catarrhal conditions. The rhino-
scope is of comparatively no use in diagnosing a case
of adenoids, since but few patients can be trained to
allow a mirror to be used in the mouth so as to make
it possible to see anything in the postnasal spaces.
Educate the sense of touch so as to be able to detect
a case of adenoids by the use of the finger, which can

readily be done. Not only can the adenoids be
detected, but by this means you are enabled to say
to what mode of operation you will resort. If soft
and easily broken down, I prefer the use of my finger¬
nail ; if more fibrous, I prefer the Gleitsmann forceps.
The causes of these various obstructions are but little
known. To say they are hereditary traits is not mak¬
ing it plainer to the inquiring mind. There is no
class of patients for whom the doctor can do more

than for these.
To relieve one of these obstructions is to place new

life in the patient, to make him happier, to make him
less liable to the various forms of ear trouble that

sooner or later most usually develop, and to make less
liable the bronchial affections, asthma, etc. The suc¬
cessful restoration of nasal breathing, then, depends
upon the removal of these obstructions. Spurs and
deflections of the septum can be removed best by the
saw. I prefer a thin-bladed and therefore a fine-
toothed saw to cut when pushing from, and the other
when pulling toward the operator—the former to be
used when the obstruction is situated on the middle
or near the front portion of the septum, the latter
when the obstruction is at the rear end of the septum.
No anesthetic is needful other than the use locally of
a 10 per cent, solution of cocain muriate. The same

method of local anesthesia is sufficient in reducing
hypertrophies of the turbinâtes, with either the cau¬

tery or chromic acid. The idea should be not to burn
the whole surface of the turbinate, but simply to burn
the most projecting portion quite deeply, and in this
way to cause a contraction of the tissue—buttoning
the turbinate down as it were.

I have tried removing the adenoids in many ways,
but have found none to equal that with the Gleits-
mann forceps when the adenoids are fibrous, and with
the finger when of the soft variety. I prefer to do
this without an anesthetic, since statistics show the
death of so many when made under the influence of
chloroform and ether. The operation is not a painful
one and is quickly made. It is not needful to put the
patient to bed either before the operation or after, as

very little reaction follows. I have never seen much
hemorrhage follow the operation. I have made many
operations on children as young as 4 years without
any resistance whatever and without even the patient
crying. I admit, however, that the temperament of
the patient has much to do with it, some bearing pain
much better than others. The operation sometimes
has to be repeated.

CARDIAC DISEASE IN PREGNANCY
AND LABOR.

BY W. REYNOLDS WILSON, M.D.
PHILADELPHIA.

The olinic aspect of the different forms of cardiac
disease during pregnancy is largely modified by the
physiologic status at this time. The character of the
blood, the development of the heart muscle, the
changes in the circulation, the displacement of the
viscera by the gravid uterus, have all a more or less
direct bearing on the abnormal conditions due to car¬
diac disturbance.

As to the condition of the blood, we may consider
in this connection the general increase in the quan¬
tity of the blood, this increase, contrary to the earlier
observations on this point, being due, according
to Fehling and Meyer, to an augmentation in the
various constituents—namely, the red and white cor¬

puscles, as well as the serum. This fact has a special
bearing on the increased function imposed on the
circulatory system, and the occurrence of stasis in
pregnancy. The tendency of the fibrin of the blood
to increase toward the latter end of pregnancy is also
to be noted.

As to the heart, the existence of a physiologic
hypertrophy is generally accepted. Vaquez and Mil¬
let, however, consider the modification in the volume
of the heart during pregnancy as a transitory dilata¬
tion of moderate degree. Vinay also, in placing the
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average increased weight of the heart at 250 grams,
as compared with the normal weight (230 grams),considers this a natural variation. Where hypertro¬
phy exists he looks upon it as a pathologic condition,
due to the want of reserve force in the heart, suffi¬
cient to overcome the increased resistance in the cir¬
culation.

The changes in the circulation are represented by
a general increase in resistance. This is due : 1, to
the increased volume of the blood; 2, to the intercala¬
tion of the placental circulation; 8, to the lessened
capacity of the thorax ; 4, to the increase in abdom¬
inal pressure. The oxygénation of the blood is also
interfered with at the time of greatest uterine disten-
tion, owing to the limitation in the excursion of the
diaphragm. In connection with the increase in intra-
abdominal pressure there exists, toward the end of
pregnancy, an impairment in respiratory efficiency of
the abdominal muscles, due to the pressure of the
gravid uterus in its tendency to anterior displacement.The conditions in pregnancy make it clear that the
various organic functions have reached the border line
of physiologic activity. Diseased conditions, there¬
fore, of any organ, or any set of organs, in the non-

pregnant state, exacting a functional resistance to the
depressing effect of such condition, can be met suc¬

cessfully, while in pregnancy the limit of physiologic
accommodation has been reached.

Affections of the heart as complications in preg¬
nancy and laboi divide themselves under the head¬
ing of inflammations as they attack the pericardium
or endocardium, and as degenerative changes affect¬
ing the musculature. These affections may be acute,
subacute and chronic in form.

The question of heart disease in pregnancy has to
do not so much with the predisposition offered at this
period to the occurrence of heart lesions, as with the
influence of gestation on the development of these
lesions, on the one hand, and with their effects on the
course of pregnancy and parturition, on the other.
The conditions of increased strain imposed on the
heart in'pregnancy may, however, give rise for the first
to the evidences of a pre-existing trouble, by produc¬
ing symptoms of functional disturbance.

PERICARDITIS.
Pericarditis as a primary affection is equally as rare

in pregnancy as in the non-pregnant state, although
it is not incompatible with the existence of gestation.
Conditions intercurrent in pregnancy, such as an
attack of rheumatism, or the extension of pleurisy,
also mycotic infection of the pericardium, may be re¬
sponsible for the development of pericarditis. Preg¬
nancy, however, does not offer a predisposition
through any liability to these affections.

Acute pericarditis presents a more or less serious
complication in the course of pregnancy, either from
the systemic effect of the disease to which the peri¬carditis may be due—rheumatism, pyemia, tuberculo¬
sis—or from the mechanic effect of fluid within the
pericardium.

A pre-existing chronic pericarditis is of importance
from the embarrassment of the heart's action by rea¬
son of the adherent pericardium, as well as by the
weakening of the heart muscle from the chronic inter¬
stitial myocarditis, secondary to the pericardial inflam¬
mation.

The following case is an example of chronic peri¬carditis, with fatal termination: The patient, preg-

nant for the third time, began her labor under appar¬
ently normal conditions. The first stage was without
event, the pains recurring at frequent intervals. The
duration of this stage was eight hours. During the
second stage the pains recurred every three minutes,
with unusually strong expulsive effort. Vomiting
was present, but with no symptoms of exhaustion.
In more than an hour from the beginning of the sec¬
ond stage, the head having engaged with difficulty,
the patient suddenly developed signs of syncope; the
skin became moist and the pulse rapidly impercepti¬
ble. Slight twitching of the mouth was present, also
failure of respiration. The heart sounds became
rapidly inaudible, and the patient died, undelivered,
within a few minutes of the appearance of the fatal
symptoms. On opening the thoracic cavity the right
pleural sac showed general adhesions firmly organ¬
ized, the thickened membrane being continuous ante¬
riorly with the thickened pericardium. The lung
showed no special changes beyond those connected
with the pleural thickening. The heart was bound
down by the densely attached pericardium, the latter
being generally and markedly adherent. Both ven¬
tricles were contracted and contained dark fluid
blood. The left ventricle was hypertrophied, the wall
being from three-quarters of an inch to one inch in
thickness. The right ventricle was extremely thin-
walled, so that the effort to detach it from the peri¬
cardium caused a rupture of the wall. The aorta was

mildly atheromatous.
As to the occurrence and cause of death, it is plain

that the patient died from a suddenly-developing
paralysis of the heart, from overstrain, the heart
having been weakened by the secondary myocardial
change, and restricted and hampered in its action by
the pericardial adhesion.

Treatment.—The general treatment of acute peri¬
carditis comprises rest, ice applications over the pre-
cordia, and measures to combat the primary condition
underlying the pericarditis. It is doubtful whether
such drugs as are given 11 reduce the heart's action
are advisable. Digitalis is especially contraindicatod,
as the heart, hampered in its action by the pericarditis,
has already reached the limit of its energy in over¬
coming the increased resistance to the circulation in
gestation. Paracentesis, either for the relief of pres¬
sure from effusion, or for drainage in purulent peri¬
carditis, is to be practiced without considering the
condition of pregnancy, as the indications on the part
of the heart outweigh the danger, from operation, to
the continuance of pregnancy.

The obstetric treatment should be directed to the
postponement of labor as long as possible, avoiding
thereby the inevitable overstrain of the heart throughthe effort of labor. Where labor occurs, speedy de¬
livery should be accomplished, by artificial means if
necessary. Ether narcosis may be employed.

In chronic adhesive pericarditis the relief of strain,
both during pregnancy and in parturition, is indicated.

FUNCTIONAL DERANGEMENT OF THE HEART'S ACTION.

This, when due to faulty innervation, is shown bypalpitation and precordial distress. Such a condition
may appear conjointly with other manifestations of
nervous origin in the beginning of pregnancy. It is
important, however, to separate these symptoms from
the evidences of a cardiac lesion otherwise undeclared.
In addition to the physical signs the history of a

given case will establish the diagnosis.
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Treatment. — Antispasmodic treatment, together
with the necessary attention to the general condition
of the patient, is indicated. Tonics, diversion, regu¬
lar walks in the fresh air, massage and, where nausea
exists, a diet arranged so that the gravida is never
without food for a longer period than two hours—will
carry her comfortably over the period of nervous
disturbance.

ACUTE ENDOCARDITIS.
Acute endocarditis occurs in either the simple or

ulcerative form. Ollivier speaks of an "endocarditis
of pregnancy," observed in one instance toward the
end of pregnancy and disappearing in the course of
the puerperium. Notwithstanding this, it is difficult
to admit the occurrence of an acute non-infectious
form of endocarditis in pregnancy unassociated with
rheumatism or some antecedent condition. Acute
endocarditis usually depends on some condition eitner
pre-existent to pregnancy or developed in its course
—such condition is represented, in acute form, by
articular rheumatism, scarlatina, pneumonia and cho¬
rea—in chronic form, by underlying conditions of ill-
health, such as phthisis, syphilis and chronic nephritis.
The ultimate development of endocarditis in the form
of embolism, from the dislodgment of a vegetation, is
usually the result of an acute inflammation occurring
on old, sclerotic valves. Such a complication is a

serious event. Cerebral embolism is obviously more
likely to occur during the strain of parturition than
in pregnancy. Its occurrence is recognized by the
shock incident to the local obstruction in the circula¬
tion, and by the later symptoms of hemiplegia.
Ulcerative endocarditis may occur secondary to septic

infection or as a complication in the course of pneu¬
monia. In either case its malignant course soon leads
to a fatal termination, irrespective of pregnancy. The
tendency to abortion and miscarriage as a result of
these acute inflammations of the endocardium is in¬
considerable.

Treatment.—There is no form of treatment in acute
endocarditis especially suggested by the conditions in
pregnancy, other than complete rest. This is espe¬
cially indicated in order to lessen the increase in re¬
sistance of the intra-abdominal circulation, and in
later pregnancy, to lessen the thoracic embarrassment.

Ulcerative endocarditis requires a form of treatment
adapted to the associated disease, or, in the more
malignant cases, treatment should be directed toward
the relief of the septic manifestations.

CHRONIC ENDOCARDITIS.

Chronic endocarditis is met with during gestation
as a continuance of pre-existing inflammation. Con¬
sidering the fact that the child-bearing period cor¬

responds to early adult life, we may exclude the form
of endocarditis dependent on atheromatous degenera¬
tion. The forms of most frequent occurrence are : 1,
that of a chronic valvular lesion, consequent to an

earlier acute inflammation of rheumatic origin; 2,
that associated with chronic nephritis. Vinay men¬
tions a form of chronic endocarditis described by
Durosier, in which a simple stenosis develops at
puberty, or perhaps in infancy, without accompany¬
ing febrile disturbance. The condition remains with¬
out manifesting itself until gestation occurs, when it
becomes apparent—but without interfering with the
course of pregnancy.

Chronic endocarditis, however, considered irrespec¬
tive of the myocardial changes resulting in failure of

compensation, and unaccompanied by the arterioscle¬
rosis of chronic nephritis, is scarcely to be set down
as a clinic entity in pregnancy. Should the physical
signs be overlooked, and the primary affection accom¬

panying the endocarditis not assert itself—if such
affection exist—the condition is not detected. The
palpitation, the slight disturbance in respiration from
precordial discomfort and the irregularity in the
heart's action may be attributed, in early pregnancy,
to the ordinary nervous disturbances of this period,
or later, to the effects of pressure.

The order of sequence of valvular lesions, the result
of chronic endocarditis, according to Porak, based on

fifty-seven cases of mitral disease, is as follows: The
occurrence of mitral insufficiency in 22 instances; the
occurrence of mitral stenosis in 13 instances; the
occurrence of mitral stenosis and insufficiency in 22
instances. Based on 13 instances of aortic disease,
the order is as follows: The occurrence of aortic in¬
sufficiency in 9 instances; the occurrence of aortic
stenosis in 2 instances; the occurrence of aortic ste¬
nosis and insufficiency in 2 instances.

Winckel places insufficiency of the tricuspid valve
next in sequence to mitral disease, and groups with
this aortic stenosis and insufficiency. The common
association of the first-mentioned lesion with mitral
disease scarcely entitles it to so important a place.

CARDIAC HYPERTROPHY.
The conditions in pregnancy favoring the so-called

physiologic hypertrophy of the left ventricle play an

important rôle in increasing the heart-strain, which,
in valvular disease, is responsible for the pathologic
increase in the musculature. This condition of hyper¬
trophy is detected by the usual signs: by palpitation,
the slow heaving impulse and downward dislocation
of the apex-beat; by percussion, the increased dul-
ness; by auscultation, prolongation of the first sound
and loudness of the sound. Cardiac hypertrophy is
usually progressive in pregnancy, and is apt to be
associated with albuminuria. The form of hyper¬
trophy accompanying arteriosclerosis in interstitial
nephritis, although of less common occurrence than
simple hypertrophy due to valvular lesion, is likely to
seriously influence the condition of pregnancy. The
following case is an example of associated heart and
kidney disease:

A young married woman, the subject of chronic
interstitial nephritis, aborted in her eleventh week, and
in five weeks after curettage following this developed
a hemiplegia of embolie origin. One year after this
attack the patient became pregnant for the second
time. During the seventh month of this latter preg¬
nancy signs of failing compensation occurred, pul¬
monary obstruction and anasarca developing rapidly.
Labor was induced with favorable results as to the
relief of stasis and the disappearance of the edema.
The patient, however, died in the tenth week after an

intercurrent pneumonia.
It has been observed that the death of the fetus in

utero contributes to the amelioration of the cardiac
symptoms in hypertrophy. Merklen, for instance,
mentions a case in which the dyspnea and pulmonary
congestion disappeared preceding delivery and coin-
cidently with the death of the fetus.

CARDIAC DILATATION.
With increasing resistance and the failure of the

heart muscle to maintain its integrity we have the
appearance of dilatation. Inasmuch as mitral insuffi-
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ciency is the most common form of valvular disease
occurring in pregnancy, dilatation of the left ventricle
is the most commonly observed. Mitral stenosis, ob¬
served next in frequency, is responsible for dilatation
of the right chamber. Aortic disease affects the left
heart. The classic signs of dilatation—a diffuse im¬
pulse, with a quick, weak apex-beat (together with
the transference of the impulse toward the right, in
right-sided dilatation), the irregular and intermittent
heart's action, and a weak, rapid pulse—are all present.

The symptoms of insufficiency are apt to appear in
the third or fourth month, and are likely to continue
in progressive form in spite of the effort to modify
them by rest and treatment. These threatening symp¬
toms are of graver import in women whose pregnancy
has been preceded by beginning failure· of compen¬
sation.

Broken compensation is manifested by difficulty in
breathing on exertion. This symptom is present to
an unusual degree, owing to the limited thoracic ca¬

pacity and the pressure of the gravid uterus on the
abdominal viscera and the venous trunks. There are
present also digestive disturbances, a tendency to
bronchitis and edema. There is often a tendency to
the persistence of menstruation.

As to the effect of cardiac disease on the course of
pregnancy and labor, and its influence in the puer¬
perium, we may refer first to the condition in preg¬
nancy. The tendency toward the interruption of
pregnancy is frequent in the latter months, and not
the exception in the early months of gestation. All
depends on the progress of the disease either preced¬
ing conception or coincidently with pregnancy. We
may divide the course of cardiac disease in this con¬
nection into two periods—that of complete compensa¬
tion, and that of failing compensation. In the first
period pregnancy may advance normally until a point
is reached where the increasing arterial resistance and
intra-abdominal pressure impose an undue burden on
the heart. The effect of this can not be designated
as a fault in compensation, and yet such effect is pro¬
ductive of the placental stasis on which the death of
the fetus depends. In the second period the cardiac
embarrassment is directly responsible for the death
of the fetus through the imperfect oxygénation of the
blood.

Repeated pregnancies are likely to establish a tend¬
ency to abortion. It is, however, not to be inferred
that it is common for gravida? affected with cardiac
disease to abort; the conditions incident to an acute
or chronic endocarditis, without valvular deformity
and without the presence of associated disease, are
not unfavorable to the continuance of pregnancy.
Even in the more developed cases we may not look
for a termination of pregnancy if compensation has
been maintained.

Certain complications occurring in connection with
valvular disease of the heart render the outlook grave.
The febrile disturbance in pneumonia and broncho-
pneumonia, albuminuria with eclamptic seizures, hy-dramnion and twin pregnancy are instances of such
complications. That form of malignant endocarditis,
associated in rare instances with erysipelas, attacking
the pregnant woman presents a grave prognosis. The
occurrence of a recent endocarditis engrafted on an
endocardium already diseased is often the starting
point for a malignant endocarditis—the so-called in¬
fectious endocarditis of pregnancy.

The combined statistics of Courrijol and Porak

show that in 220 collected cases delivery before term
occurred in 92 instances. This is equivalent to about
40 per cent. Much depends, however, on the num¬

ber of pregnancies through which the patient may
have advanced, as the tendency to abortion is more
marked in pluriparous than in primiparous women.

In considering the cause of such accidents, we may
note that the blood-supply to the fetus is vitiated: 1,
by the degeneration of the placenta, the result of
minute hemorrhages into its tissue, and 2, by the im¬
perfect supply of oxygen, as noted above. In addi¬
tion to this the dislodgment of the ovum in earlier
pregnancy is brought about, irrespective of the im¬
perfect blood-supply from a nutritional standpoint, by
uterine contraction, the result of the venous character
of the blood.

The dangers of abortion and miscarriage may be
considered as equal; in the former, the liability to
hemorrhage, and in the latter, syncope secondary to
the effect of labor are to be feared.

In reference to the influence exerted by the diseased
heart on the course of labor and the puerperium, it is
often observed that the second stage of labor is of
short duration, whether this be from the stimula¬
tion of the uterine muscle by reason of the venous
character of the blood, or from the fact that the more
advanced conditions in heart disease are observed in
pluriparous women, whose labors are apt to be short,
is uncertain. In the third stage the possibility of
hemorrhage from stasis is to be looked for. On the
other hand, in the more promising cases, after the ex¬

pulsion of the fetus the cardiac strain ceases and the
returning equilibrium of the circulation is favored by
the removal of the intra-abdominal pressure. Unfor¬
tunately, however, the clinic picture may be different
—the evidences of increasing dyspnea and syncope
make their appearance, to be followed more or less
abruptly by death. Vinay contends that relief of
heart-strain does not follow labor, as the continuance
of the excessive blood-pressure is maintained physio¬
logically in the first hours of the puerperium. As an

illustration of the excessive tension in the aortic sys¬
tem he cites instances of cerebral hemorrhage follow¬
ing delivery.

Involution following labor is usually prompt; where
hemorrhage occurs, however, it is apt to appear im¬
mediately after delivery, and is often so excessive as
to place the woman's life in peril. In other instances
it may be tardy in its appearance, coming on in the
course of the first few days of the puerperium. In
such cases it usually persists in spite of treatment.

According to Leyden, 40 per cent, of parturient
women suffering from advanced cardiac disease suc¬

cumb from the complication of labor.
Degenerative changes in the myocardium incidental

to the endo- andpericardial inflammations need not be
considered separately. Acute fatty degeneration due to
imperfect nutrition of the heart muscle is usually de¬
pendent either on a prolonged infection accompanied
by fever, or on the cachectic state occurring as a re¬
sult of faulty blood organization, as in the anemia of
pregnancy. Such changes in the myocardium are

usually progressive only in the sense of their connec¬
tion with hypertrophy and dilatation.

Treatment.—Prophylaxis. In chronic disease where
compensation is present there exists no indication
against marriage. Such cases are progressive in their
downward course, not so much from the complication
arising from gestation as from the effect of repeated
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pregnancies. The conditions in advanced cardiac
disease would likely prohibit the idea of marriage in
the mind of the patient herself.

Considering heart disease in its early development,
as it occurs in pregnancy, the first axiom of treatment
is the avoidance of drugs where the heart's action
remains regular. In the later stages cardiac stimu¬
lants, to equalize the circulation and overcome pul¬
monary stasis, are necessary. The use of digitalis, or

strophanthus and nitroglycerin, together with laxa¬
tives and the employment of strychnin, is essential
in this connection. The administration of potassium
iodid or veratrum viride, in simple hypertrophy with
overaction, may be indicated. Careful observation of
the urine is essential, especially considering the fre¬
quent association of arteriosclerosis and nephritis
with cardiac disease.

Much can be accomplished by diet and rest. Milk,
taken both with meals and between them—substituted
in fact for nitrogenous food, which under all circum¬
stances is limited after the middle of pregnancy, is
of great benefit. Jaccoud recommends one to one
liter and a half, to be taken during the day in the
first six months, and two liters during the last three.
The albuminuria which is apt to be present in these
conditions is a further indication for the use of milk.

The patient should lie down during an hour of
each day, in cases where the cardiac disturbance is
slight; in advanced cases confinement to bed, for at
least the earlier half of the day, is of itself of great
therapeutic effect. Cardiac exercise after the method
suggested by the Nauheim regimen is obviously con-

traindicated, although in milder cases a certain
amount of regular exercise, in the form of walking
and without leaving the level, is indicated as a general
hygienic measure.

Lactation is not to be advised, on account of the
physical strain as well as its depleting effect in the
demand on the watery constituent of the blood.

In the stage of asystole the energetic use of heart
stimulants, together with venesection, is indicated—
although interference from an obstetric point of view
in these cases often becomes imperative. Such inter¬
ference is also indicated in those cases where the cir¬
culatory disturbance is not great enough to point-to
a fatal outcome, and yet where serious aggravation of
the heart symptoms may arise from the presence of
uncontrollable vomiting. The loss of strength, the
imperfect nutrition, and the depressing effect on the
patient's nervous system may, in combination with
the cardiac distress, render her condition critic.

As to the obstetric treatment, abortion is to be
decried, and the induction of labor should be reserved
for those cases in which further progress in the
patient's condition means her destruction. It must
always be borne in mind, however, that although
delivery in these cases may benefit the fetus when it
is viable, it does not always relieve the patient. In
addition to this, labor when it occurs naturally, even
in advanced cases, is usually rapid and free from
great pain and stress. In difficult cases the use of
forceps when the proper conditions are present, or
resort to other procedures fitting the special condi¬
tions, is indicated. Hasty extraction of the fetus too
abruptly decreases the abdominal pressure and dis¬
poses to hemorrhage.

In summing up the matter there are a certain num¬
ber of cases in which the incessant dyspnea, the loss of
sleep, and malnutrition from disturbance of the diges-

tive system, although not of fatal import in them¬
selves, call for extreme means of relief. The presence
of nephritis also, when pointing to an unfavorable
termination, may call for the induction of labor.

When sudden death threatens the patient before
delivery can be accomplished, the child being viable,
celiohysterotomy is to be performed. Vinay men¬

tions fifteen patients who succumbed in such a crisis,
and in this number seven were delivered in extremis.
In three instances the child survived.

Two points in reference to treatment need to be
discussed: One is the form of anesthetic to be admin¬
istered in cases where operative interference is indi¬
cated; the other is the use of ergot. As to the first
point, the contention that ether predisposes to pul-
monary edetaa is offset by the fact of its less depress¬
ing effect on the heart than that of chloroform. The
employment of ether, notwithstanding its risk—
especially its predisposing action in inducing post-
partum hemorrhage—is a conservative measure. This
becomes evident when we compare its effect to the
depressing influence on the patient of the prolonged
and painful manipulation necessary to delivery.

The stimulating effect of ether used in the milder
degree of anesthesia is shown in the record of the fol¬
lowing case: A young primipara, on admission to hos¬
pital, gave the history of having received treatment
prior to the beginning of her pregnancy, for so-called
heart disease. Clinically the cardiac condition
showed itself only in the physical signs. There was

present a slight thrill, with diffuse impulse and
accentuated second sound, accompanied by a rough,
low-pitched murmur ending in the first sound—con¬
ditions indicative of mitral stenosis. The lesion
apparently dated from childhood.

The gravida fell in labor without presenting any
abnormality from her cardiac condition. During the
second stage the expulsive pains became very severe.

Suddenly, without warning, the patient became un¬

manageable, showing great mental excitement, with
incoherence in speech. The administration of ether
produced an immediately calming effect. This result
was brought about probably by the stimulation of the
heart's action, which overcame the cerebral ischemia
responsible for the patient's excitement.

As to the second point, namely, the administration
of ergot, the indications are against its use. The
action of ergot in augmenting the pressure in the cap¬
illary circulation, the volume of which is greater than
that of the arterial circulation, imposes a dangerous
resistance to the already overburdened heart. Mas¬
sage, hot douching, compression of the fundus, and
the hypodermic administration of small doses of mor¬

phia, combined with strychnin, are measuies prefer¬
able to the use of ergot.
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